An 86 year-old woman with a past medical history significant for abdominal hernia and Alzheimer dementia presented to the Emergency Department with a 24 hour history of acute right upper quadrant pain associated with nausea and non-bilious emesis. Physical exam revealed right sided abdominal tenderness with associated mass. All laboratory values were within normal ranges. Both abdominal ultrasound and computed tomography of the abdomen/pelvis revealed a large distended gallbladder with wall thickening and gallstones. Based on presentation and radiologic findings, the emergency general surgery service was consulted for suspected acute cholecystitis. The patient was then admitted for intravenous antibiotics and scheduled for laparoscopic cholecystectomy the following day. Intra-operative findings revealed volvulus with acute necrosis of the entire gallbladder. The gallbladder had a long pedunculated cystic duct and artery that was detorsed before proceeding with resection. Postoperatively, the patient did well and was discharged a few days later tolerating a regular diet.
Figure 1:
The gallbladder (black in color) volvulized on its pedicle is necrotic in appearance. emergently, has a high mortality rate due to the sequelae of gangrene and perforation. Our case was initially diagnosed based on presentation and radiologic examination as "typical" acute cholecystitis (Figures 1-5 ). This misdiagnosis triaged our patient into an urgent but not emergent status, and delayed operation 24 hours. In retrospect, we believe that if the patient had presented with signs of sepsis or decompensated after admission, we would have performed an emergent cholecystectomy owing to the complications of gangrene or perforation as high risk for morbidity and mortality [2] .
